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§455.23 Suspension of payments in
cases of fraud.

(a) Basis for suspension. (1) The State
Medicaid agency must suspend all Med-
icaid payments to a provider after the
agency determines there is a credible
allegation of fraud for which an inves-
tigation is pending under the Medicaid
program against an individual or enti-
ty unless the agency has good cause to
not suspend payments or to suspend
payment only in part.

(2) The State Medicaid agency may
suspend payments without first noti-
fying the provider of its intention to
suspend such payments.

(3) A provider may request, and must
be granted, administrative review
where State law so requires.

(b) Notice of suspension. (1) The State
agency must send notice of its suspen-
sion of program payments within the
following timeframes:

(i) Five days of taking such action
unless requested in writing by a law
enforcement agency to temporarily
withhold such notice.

(ii) Thirty days if requested by law
enforcement in writing to delay send-
ing such notice, which request for
delay may be renewed in writing up to
twice and in no event may exceed 90
days.

(2) The notice must include or ad-
dress all of the following:

(i) State that payments are being
suspended in accordance with this pro-
vision.

(ii) Set forth the general allegations
as to the nature of the suspension ac-
tion, but need not disclose any specific
information concerning an ongoing in-
vestigation.

(iii) State that the suspension is for a
temporary period, as stated in para-
graph (c) of this section, and cite the
circumstances under which the suspen-
sion will be terminated.

(iv) Specify, when applicable, to
which type or types of Medicaid claims
or business units of a provider suspen-
sion is effective.

(v) Inform the provider of the right
to submit written evidence for consid-
eration by State Medicaid Agency.

(vi) Set forth the applicable State ad-
ministrative appeals process and cor-
responding citations to State law.
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(c) Duration of suspension. (1) All sus-
pension of payment actions under this
section will be temporary and will not
continue after either of the following:

(i) The agency or the prosecuting au-
thorities determine that there is insuf-
ficient evidence of fraud by the pro-
vider.

(ii) Legal proceedings related to the
provider’s alleged fraud are completed.

(2) A State must document in writing
the termination of a suspension includ-
ing, where applicable and appropriate,
any appeal rights available to a pro-
vider.

(d) Referrals to the Medicaid fraud con-
trol unit. (1) Whenever a State Medicaid
agency investigation leads to the initi-
ation of a payment suspension in whole
or part, the State Medicaid Agency
must make a fraud referral to either of
the following:

(i) To a Medicaid fraud control unit
established and certified under part
1007 of this title; or

(ii) In States with no certified Med-
icaid fraud control unit, to an appro-
priate law enforcement agency.

(2) The fraud referral made under
paragraph (d)(1) of this section must
meet all of the following requirements:

(i) Be made in writing and provided
to the Medicaid fraud control unit not
later than the next business day after
the suspension is enacted.

(ii) Conform to fraud referral per-
formance standards issued by the Sec-
retary.

(3)(i) If the Medicaid fraud control
unit or other law enforcement agency
accepts the fraud referral for investiga-
tion, the payment suspension may be
continued until such time as the inves-
tigation and any associated enforce-
ment proceedings are completed.

(ii) On a quarterly basis, the State
must request a certification from the
Medicaid fraud control unit or other
law enforcement agency that any mat-
ter accepted on the basis of a referral
continues to be under investigation
thus warranting continuation of the
suspension.

(4) If the Medicaid fraud control unit
or other law enforcement agency de-
clines to accept the fraud referral for
investigation the payment suspension
must be discontinued unless the State
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Medicaid agency has alternative Fed-
eral or State authority by which it
may impose a suspension or makes a
fraud referral to another law enforce-
ment agency. In that situation, the
provisions of paragraph (d)(3) of this
section apply equally to that referral
as well.

(5) A State’s decision to exercise the
good cause exceptions in paragraphs (e)
or (f) of this section not to suspend
payments or to suspend payments only
in part does not relieve the State of the
obligation to refer any credible allega-
tion of fraud as provided in paragraph
(d)(1) of this section.

(e) Good cause not to suspend pay-
ments. A State may find that good
cause exists not to suspend payments,
or not to continue a payment suspen-
sion previously imposed, to an indi-
vidual or entity against which there is
an investigation of a credible allega-
tion of fraud if any of the following are
applicable:

(1) Law enforcement officials have
specifically requested that a payment
suspension not be imposed because
such a payment suspension may com-
promise or jeopardize an investigation.

(2) Other available remedies imple-
mented by the State more effectively
or quickly protect Medicaid funds.

(3) The State determines, based upon
the submission of written evidence by
the individual or entity that is the sub-
ject of the payment suspension, that
the suspension should be removed.

(4) beneficiary access to items or
services would be jeopardized by a pay-
ment suspension because of either of
the following:

(i) An individual or entity is the sole
community physician or the sole
source of essential specialized services
in a community.

(ii) The individual or entity serves a
large number of beneficiaries within a
HRSA-designated medically under-
served area.

(5) Law enforcement declines to cer-
tify that a matter continues to be
under investigation per the require-
ments of paragraph (d)(3) of this sec-
tion.

(6) The State determines that pay-
ment suspension is not in the best in-
terests of the Medicaid program.
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(f) Good cause to suspend payment only
in part. A State may find that good
cause exists to suspend payments in
part, or to convert a payment suspen-
sion previously imposed in whole to
one only in part, to an individual or en-
tity against which there is an inves-
tigation of a credible allegation of
fraud if any of the following are appli-
cable:

(1) beneficiary access to items or
services would be jeopardized by a pay-
ment suspension in whole or part be-
cause of either of the following:

(i) An individual or entity is the sole
community physician or the sole
source of essential specialized services
in a community.

(ii) The individual or entity serves a
large number of beneficiaries within a
HRSA-designated medically under-
served area.

(2) The State determines, based upon
the submission of written evidence by
the individual or entity that is the sub-
ject of a whole payment suspension,
that such suspension should be imposed
only in part.

(3)(i) The credible allegation focuses
solely and definitively on only a spe-
cific type of claim or arises from only
a specific business unit of a provider;
and

(ii) The State determines and docu-
ments in writing that a payment sus-
pension in part would effectively en-
sure that potentially fraudulent claims
were not continuing to be paid.

(4) Law enforcement declines to cer-
tify that a matter continues to be
under investigation per the require-
ments of paragraph (d)(3) of this sec-
tion.

(6) The State determines that pay-
ment suspension only in part is in the
best interests of the Medicaid program.

(g) Documentation and record reten-
tion. State Medicaid agencies must
meet the following requirements:

(1) Maintain for a minimum of 5
years from the date of issuance all ma-
terials documenting the life cycle of a
payment suspension that was imposed
in whole or part, including the fol-
lowing:

(i) All notices of suspension of pay-
ment in whole or part.
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(ii) All fraud referrals to the Med-
icaid fraud control unit or other law
enforcement agency.

(iii) All quarterly certifications of
continuing investigation status by law
enforcement.

(iv) All notices documenting the ter-
mination of a suspension.

(2)(i) Maintain for a minimum of 5
years from the date of issuance all ma-
terials documenting each instance
where a payment suspension was not
imposed, imposed only in part, or dis-
continued for good cause.

(ii) This type of documentation must
include, at a minimum, detailed infor-
mation on the basis for the existence of
the good cause not to suspend pay-
ments, to suspend payments only in
part, or to discontinue a payment sus-
pension and, where applicable, must
specify how long the State anticipates
such good cause will exist.

(3) Annually report to the Secretary
summary information on each of fol-
lowing:

(i) Suspension of payment, including
the nature of the suspected fraud, the
basis for suspension, and the outcome
of the suspension.

(ii) Situation in which the State de-
termined good cause existed to not sus-
pend payments, to suspend payments
only in part, or to discontinue a pay-
ment suspension as described in this
section, including describing the na-
ture of the suspected fraud and the na-
ture of the good cause.

[ 76 FR 5966, Feb. 2, 2011]

Subpart B—Disclosure of Informa-
fion by Providers and Fiscal
Agents

SOURCE: 44 FR 41644, July 17, 1979, unless
otherwise noted.

§455.100 Purpose.

This subpart implements sections
1124, 1126, 1902(a)(38), 1903(i)(2), and
1903(n) of the Social Security Act. It
sets forth State plan requirements re-
garding—

(a) Disclosure by providers and fiscal
agents of ownership and control infor-
mation; and

(b) Disclosure of information on a
provider’s owners and other persons
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convicted of criminal offenses against
Medicare, Medicaid, or the title XX
services program.

The subpart also specifies conditions
under which the Administrator will
deny Federal financial participation
for services furnished by providers or
fiscal agents who fail to comply with
the disclosure requirements.

§455.101 Definitions.

Agent means any person who has been
delegated the authority to obligate or
act on behalf of a provider.

Disclosing entity means a Medicaid
provider (other than an individual
practitioner or group of practitioners),
or a fiscal agent.

Other disclosing entity means any
other Medicaid disclosing entity and
any entity that does not participate in
Medicaid, but is required to disclose
certain ownership and control informa-
tion because of participation in any of
the programs established under title V,
XVIII, or XX of the Act. This includes:

(a) Any hospital, skilled nursing fa-
cility, home health agency, inde-
pendent clinical laboratory, renal dis-
ease facility, rural health clinic, or
health maintenance organization that
participates in Medicare (title XVIII);

(b) Any Medicare intermediary or
carrier; and

(c) Any entity (other than an indi-
vidual practitioner or group of practi-
tioners) that furnishes, or arranges for
the furnishing of, health-related serv-
ices for which it claims payment under
any plan or program established under
title V or title XX of the Act.

Fiscal agent means a contractor that
processes or pays vendor claims on be-
half of the Medicaid agency.

Group of practitioners means two or
more health care practitioners who
practice their profession at a common
location (whether or not they share
common facilities, common supporting
staff, or common equipment).

Health insuring organization (HIO) has
the meaning specified in §438.2.

Indirect ownership interest means an
ownership interest in an entity that
has an ownership interest in the dis-
closing entity. This term includes an
ownership interest in any entity that
has an indirect ownership interest in
the disclosing entity.
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